Fakhry et al1 submitted a paper to the Journal of Trauma in February 1999 whose eventual publication, in March 2004, coincided with the event. In summary, Fakhry and colleagues reported positive clinical outcomes after implementing a traumatic brain injury treatment protocol in an American regional trauma centre. The authors concluded that compliance with the protocol reduced ICU stay by 1.8 days, hospital stay by 5.4 days. Clinical outcomes, as measured by the Glasgow Outcomes and the Rancho Los Amigos scores, were significantly improved over time, although alterations in mortality did not reach statistical significance.
So far, so straightforward, but it is the succeeding comments which make this a vivid illustration of our contemporary debates about improvement work, and the ways of reporting improvements.
The paper was initially presented at the 85th Congress of the American College of Surgeons, San Francisco, in 1999. One of the questioners asked, "…there are so many confounding variables that go into (the length of stay)… Were there any other changes on the trauma service?… a new social worker?… transfer agreements?… step down (care)?…" Five years after submission, the editor writes, "How can we prove that implementation of standardized management outcomes improves patient outcomes?" and "it is indeed an irony that guidelines based on class I evidence may not be able to find anything other than class III evidence to support their efficacy."
One can argue whether the editor means efficacy or effectiveness in this context. For efficacy is the impact of an intervention "in the best possible circumstances," i.e. a clinical trial, and effectiveness is its impact in "everyday practice."2 This was the nub of the matter in Birmingham. There were few scientific reports of work with generalisable efficacy. The majority of the presentations described the real-world experience of overcoming problems while performing changes in an organisation (the NHS) traditionally viewed as so sclerotic that is gives calcified aortic aneurysms a bad name.
Presenters gave their own, personal, context dependent, non-generalisable but vivid descriptions organisational improvements. Their narratives described the everyday, commonplace, even mundane problems of using established ideas successfully to change circumstances for patients. Each of these known ideas could, at some future date, lead to clinical outcome improvement, but, so far, the evidence is non-existent. It is unobtainable within the reductionist scientific paradigm for it is impossible to control for all possible variables.
It took Fakhry et al five years to get their paper on organisational change accepted for publication. The absence of 'generalisable evidence' in Birmingham reflects shortcomings of the traditional research methodology when applied to multifactorial organisational changes, rather than a deficiency in the quality of presentations.
Ignoring the chaos of running the gauntlet while changing rooms or failing to get into a session, at least in Birmingham we glimpsed the new horizons of an 'organising improvement' Shangri-La. s
